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CONSULTATION FORM
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Dear Doctlor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with
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this form.

PATIENT INFORMATION
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PATIENT NAME

: NIMESHA MALSHANI JAYASEKARA JAYASEKARA VITHANAGE

vl el

DATE OF BIRTH : 30-Apr-1994 GENDER : Female
ol )G ol

CARD NBR : 12EC-CRCC-DCDG-EDEA PAYER : NAS VN
QBladl 03, onelid! 354

CASE INFORMATION [JAcuTE (J cHRONIC [J PRE-EXISTING CJINJURY
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DIAGNOSIS
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AETIOLOGY
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SYMPTOMS
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REMARKS
Ol

L03.019 - Cellulitis of unspecified finger, R52 - Pain, unspecified

Enter Aetiology

(Please indicate the exact cause in case of injuries and maternity-related cases)
(degally dilaiall CIloall g blall Al § BBNI el daoxs slaxyl)

Complaint

PC : PAIN AND BLEEDING FROM SCALP STARTED 04/03/25

PAIN IS SEVERE

PAIN SCORE IS7 O

N PAIN SCALE

O/E; LACERATIO OF ABOUT 5 *5 CM ON SCALP WITHOUT FOREIGN BODY

BLEEDING PERFUSLY

CLINICAL FINDINGS :

CPT Code Treatment Type

9 Consultation Gp General Consultation
96374 Ther Proph/Dx Njx Iv Push Single/1St Sbst/Drug Co.Pay
2190-106618-1001 PARAFUSIV LV. 10MG/ML Pharmacy

96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
0005-149902-1021 CLOFEN Pharmacy

12002 Smpl Repair Scalp/Neck/Ax/Genit/Trunk 2.6-7.5Cm Co.Pay

Enter Remarks

TREATING PHYSICIAN
Dol Copddal
HOSPITAL /CLINIC
Bobeall / (idiinel!

DR Amaizah

CITICARE MEDICAL CENTER LLC




CONSULTATION DETAILS : ONew OFollowUp  CONSULTATION FEES : Enter CONSULTATION FEES
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Dr. Amaizah Ishtiaq

© q(\ General Practitioner
%J DHA: 98486553-001
V CITICARE MEDICAL CENTER
DOCTOR'S SIGNATURE AND STAMP DUBNI - UAE DATE: 04/03/2025
)l 25 9 235 Ll

I hereby authorize any healthcare provider or Insurance Company to provide and/or give copies of medical
records to NAS Personnel in relation to current or previous treatments and services rendered to myself or
any of my dependents. Any copy of this consent shall be considered as the original.
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BENEFICIARY'S SIGNATURE
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